The Old Testament scapegoat had to accept people's sins, and was then sent out into the wilderness, presumably to die sooner or later of starvation. The idea of the patient with anorexia nervosa being seen as the scapegoat bearing away her family's sins, being despatched to starve in the desert, may be macabre but is of course by no means absurd. It is not uncommon for parents to displace resentments felt for one another on to their anorexic child (and for marriages to break up when the child recovers and refuses to be the family scapegoat).
In anorexia nervosa the traditional scapegoat is the mother. Mothers are blamed, without any substantial evidence, by husbands, doctors, and even by patients, although fathers, siblings, grandmothers and other relatives are occasionally held responsible. I hope to show here that it is helpful for the doctor to identify the family scapegoat; to seek to find out whether the patient agrees or not; and not to get drawn into the scapegoat idea himself.
Anorexia nervosa is a neurotic disorder (Dally 1969), mainly of adolescence. This paper is based on 120 new female patients and their relatives seen separately by myself and a social worker, Greta Godfrey, ovpr the last seven years (Table 1) . All these patients had that primary disturbance of eating behaviour, originally described by Gull (1888): they had lost weight because of active refusal to eat. All women who had started to menstruate developed amenorrhoea, but 8 (25 % of the age group 11-14 years) had not reached their menarche when they began to diet. Males can also develop anorexia nervosa, although they are outnumbered by at least 10 to 1. I have omitted 12 males seen and treated during this time (see Table 1 ) in order not to complicate the series any more than necessary.
There are subgroups of primary anorexia nervosa with their particular clinical colouring and outcome, such as primary and secondary, or atypical (Bruch 1974) , those who vomit and purge (Beaumont et al. 1976) , or those who swing between eating binges and dieting. I have not tried to separate these patients into such groups. Rather, I have been interested in examining the effect of age and stage of maturation reached by the patient when she first developed anorexia nervosa. I have therefore divided them into three groups based on age at onset (11-14, 15-18, 19 onwards) , and subdivided each into the following categories:
Recovered. Weight has returned to 90 0 or more of pre-onset or standard weight, whichever is lower, and has been stable for at least nine months. Preoccupation with thinness or eating is minimal or absent. Menstruation has resumed (in all but 3 cases). Improved& Weight is consistently above 900% of pre-onset or standard weight, but may fluctuate, sometimes considerably, because of eating 'binges'. Preoccupation with weight and eating is still strong. Menstruation has returned in 500. 'Neurotic depression' occurs from time to time.
Unchanged
The causes of anorexia nervosa are complex, but two aspects stand out: the patient's fears of growing up and facing the physical and psychological changes of adolescence; the patient's difficulties in communicating and expressing her new feelings within the family. Refusal to eat with the family symbolizes in a sense refusal to communicate. It is also an effective way of dominating the family scene. When the patient and her family are first seen it is as well to recognize that some of the family discord which may exist is as much the result as the cause of anorexia nervosa. I shall now return to the subject of scapegoats, and in particular the patient's mother. It seems reasonable to assume that the younger the child, the larger is the part played by the mother in the child's development of anorexia nervosa. Most of the 11-14 age group have just reached puberty, have begun to react to maturational changes, and to assert themselves in the family. If mother is depressed it is particularly difficult for her to meet the young adolescent halfway, to adapt both to the child's needs and her own. The effect of depression on such a mother is to make her not only withdraw from her child but to become resentful and less tolerant towards her (Weissman & Paykel 1974) . A depressed mother is liable to bring the adolescent's development to a halt, and may alter her direction towards inhibition of feelings. We found that three-quarters of our young anorexia nervosa group had a depressed mother (measured by the presence of at least three of the following: depression of mood, sense of helplessness, tension and irritability, loss of energy and zest, and diminution of libido). Compared to the incidence of depressed mothers in the groups 15-18 and 19 onwards, this is a highly significant difference (see Table 2 ). A depressed mother whose child has anorexia nervosa is almost inevitably made into a scapegoat by someone. I and the social worker separately considered that the mother was at the root of the problem in well over three-quarters of the young anorexia nervosa patients (we disagreed initially in about 100% of cases, but subsequent pooling of knowledge and discussion resulted in complete agreement between us); and that most of these mothers were depressed. In consequence, we took great care of the depressed mother, gave her considerable support and helped her to adjust to her family or other difficulties. When dealing with a young anorexia nervosa patient who has a depressed mother, it is more often the mother who needs and is helped by psychotherapy; the patient herself only needs fattening and 'chatting up'.
It is interesting to compare our ratings with the patient's own assessment (Table 3 ). Only about a quarter of young patients admit that serious problems exist between them and their mothers. They are more likely to blame school, occasionally father, or not to know. This is understandable. These patients are still too dependent on their mothers to envisage them as harmful; such a thought must provoke guilt and potential separation anxiety in them. However, as the girl matures, and in anorexia nervosa of later onset, the difference between our rating and the patient's rating of mother decreases. We picked fewer (although still over half) and the maturer patients more readily blamed their mothers.
Depression in the mother was much less common in the two older groups. Personality problems, domineering behaviour and ambivalent feelings predominate in the mothers of the older patients. Such mothers, compared with those who are depressed, are much more difficult to influence. Psychotherapy directed at the mother alone is not rewarding. Seeing mother and patient together is sometimes helpful. But the father's support may have to be enlisted in family therapy. Occasionally it is beneficial to see the whole family as a group with one or two therapists present.
Fathers are held to blame by a fifth of patients, the proportion falling with increasing age (Table 3) . Fathers may be thought easier to blame, less dangerous targets than mothers. But it is of course not possible for the young anorexic to see her parents clearly as separate people; she often sees herself standing between them and stopping them from disengaging. We ourselves did not often label (1) 20% (1) 20% (1) * The 1 1-4 year old group have proportionately more depressed mothers than the 15-18 and 19 + groups together, including recovered, improved and not recovered. There is a highly significant difference: P <.001 (Z2 17.2, df 1). But between 15-18 and 19 + groups, difference in number of depressed mothers does not reach significance * Depressed fathers are also more common, to a significant degree in the 11-14 group: P < .01 (Z2 6.8, df 1) * Family discord is significantly more common in the 1 1-4 compared with 15-18 and 19 + groups: P < .02 (Z' 6.6, df 1). There is no significant difference between 15-18 and 19 +. Recovered and improved, in 1 1-4 group, have less family discord than not recovered in that age group, but only at the 10 % level, just short of statistical significance: P < 0.1 (Z2 2.16, df 1) the father as the scapegoat. On the other hand we found evidence of depression in about a quarter of fathers of young anorexics. This was probably related to the high incidence of maternal depression and of family discord in the youngest group. Schools and exams are blamed mainly by younger patients. We rarely saw school as a cause. Nonetheless, moving to a new school, particularly a boarding school, has a disturbing effect on a girl approaching or entering puberty. Similarly, important examinations are stressful and bring out the patient's fear of failure, of not being perfect and fully in control of herself. But new schools and exams are usually only the final straws on the preanorexic camel's back. Simply removing the patient from school, from boarding to day, does not usually by itself alter the progress of the condition, although it may be a necessary step in recovery. Thus, of the young recovered group, 7 out of 17 were at boarding school when anorexia nervosa started; only 1 returned.
Sexual encounters, at least overt ones, rarely occurred in the youngest group. Yet in this group, above all, anxieties concerning their psychosexual maturation must be strong, and have an important if unconscious effect. In the middle group sexual encounters just before anorexia nervosa began are sometimes blamed by patients and relatives. Six (10%) of this group, all nearing 18, had experienced intercourse shortly before or during anorexia nervosa; 5 of these later became compulsive vomiters and laxative takers. In the age group 19 onwards, sexual behaviour seemed bound up with anorexia in 16 of the 30 girls (53 %); 10 were married. Of the unmarried, 4 out of 6 became compulsive vomiters and purgers; only one of the married girls did so.
In age group 15-18 none of the male partners was made into a scapegoat by the patient or by us.
Of the 10 married patients only one blamed her husband, as we did; she improved after divorcing him. Another patient divorced during the course of therapy, but did not subsequently put on weight.
We regarded the husband as the main or precipitant cause of the trouble in 6 of the 10 married patients, all of whom married before or at the onset of anorexia nervosa. We tried to involve them in treatment with their wives and succeeded in doing so with 5. These husbands were either sexually passive men, encouraging their wives to remain childlike and dependent, or overcompensating by creating fear through frequent demands for their wives to become pregnant. Seven married women showed an obvious fear of pregnancy and childbirth. It may be that only a superman can release these patients from the inhibitions that clearly have their roots in earlier family experiences. Yet it is essential to deal with such a patient's relationship with her husband, to help the marriage to develop Weight is usually restored without too much difficulty when the patient is separated from her family. But capable nursing is supremely important, and chlorpromazine is required in about half the patients. In some units it seems to be the policy to keep patients in hospital for many months, presumably in the hope that this will lessen the chance of relapse. Comparison of long-term follow up results does not bear out this hope. I believe that a patient should be sent home as soon as she reaches a weight agreed on at the start by her and the therapist, and has held it steady for at least a week and a long weekend visit home. Sometimes a patient will indicate that she is not ready to return home for good by losing weight before she is due to leave, or by keeping her weight just below the home-going target. It is important to discuss this fully with the patient and not blame or punish her.
The average time we keep patients in hospital at Westminster is around 5 weeks (range 2-16 weeks) (Table 4 ). It is better for the patient to return home, even though there is a possiblity of relapse, rather than stay cosseted in hospital. Although groups and social drama can help patients to develop selfconfidence and awareness of their role in their families, this is less effective than real life encounters. Patients may well be held back from recovery by keeping them in hospital too long. It is vital, of course, that a patient trusts her therapist, and does not fear that he will abandon her because she relapses and is what she may consider a failure.
The average number of admissions for those who have recovered is 2 (range 1-5) ( Table 5 ); in fact 50 % require only one admission.
Most patients take several years (between one and five years, Table 6 ) to stabilize their weight at a reasonable level, to lose their fear of increasing weight, and gain enough self-confidence to stand securely on their feet. Some patients, particularly the younger ones, do not need psychotherapy and may be harmed, especially by an insensitive therapist. Others are helped as much by the knowledge that they are accepted and understood as by what is said.
The importance of dealing with the patient's family, with the difficulties and depressions of her parents, has already been emphasized. A parent who has become a scapegoat or who feels responsible is in particular need of reassurance that the patient's often irritating behaviour is not a sign of abnormality but of growing up, requires not treatment but understanding and readaptation on the parents' part. The worst thing one can do for such a patient may be to involve her in family therapy. Of course there are cases where family therapy is called for and helpful to everyone, including siblings. But it is important to know when to stop treatment, who to include or not to include. This is where the concept of the scapegoat proves useful. It gives the therapist a framework within which to work, to adapt his treatment to give the maximum help to his patient. For the patient herself it is valuable for her to be able to choose a scapegoat, to direct her aggression away from herself on to another person, secure in the knowledge that she has the backing of her therapist.
